there had been a gutter-scar before the rupture took place. The decidual lining appears to extend over nearly the whole face of the breach in the uterine wall, the actual torn surface being very shallow in depth and represented by the peritoneal tags and thin scar tissue. The placental site is on the posterior wall. Sections taken across the face of the tear show the decidua lining the greater part of this area.
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Mr. EARDLEY HOLLAND pointed out that in 80 per cent. of reported cases of rupture of the Cesarean section scar the rupture had occurred either during pregnancy or early in the first stage of labour. It seemed apparent that the scar was more liable to be ruptured by the bursting-stress of the general intra-uterine pressure than by the direct uterine pressure. It therefore seemed to him that to rupture the muembranes artificially directly labour began in patients who had had a former Csesarean section would be a useful prophylactic measure against rupture of the scar, and he advised that this be done in all cases.
A Case of Cyst Development in an Ovarian Graft. By VICTOR J. LACK, F.R.C.S.Ed.
CYSTIC changes in ovarian grafts appear to be rare, for, although several authors mention the risk of cystic degeneration as a possible objection to ovarian grafts, in the literature on the subject I can only find two cases specifically mentioned, one recorded by Graves of Boston [2] in which three subsequent operations had to be performed for the removal of cysts, and one by Blair Bell [1] . The latter author has had one other additional case, which, as far as I can discover, is at present unpublished. I shall refer to this later.
Note8 on the ca8e, which occurred recently at the London Hospital: W. E., a single girl of 20, was admitted to the medical wards of the London Hospital on October 14, 1922, suffering from ascites, and a tentative diagnosis of tuberculous peritonitis was made.
The abdomen was tapped on two occasions (October 17 and November 7), when ten and nine pints respectively of clear viscid yellow fluid were removed.
After the paracentesis, an abdominal tumour was discovered, and she was transferred to the Gynecological Department under Dr. Russell Andrews on November 26, 1922. At this time a cyst, about the size of an adult head, was palpable in the abdomen. There was still much ascites present. The girth was 36 in. at the umbilicus. It was decided to perform an exploratory laparotomy. November 28, 1922 . Operation. Laparotomy (Dr. Russell Andrews).-Midline incision. A large amount of free fluid escaped, estimated at 10 to 15 pints.
A right-sided ovarian tumour, about the size of an adult head, was revealed. It was partly cystic and partly solid. On the left side the ovary was enlarged to about the size of a tangerine orange and was cystic.
On account of the obviously malignant appearance of the right-sided tumour, bilateral ovariotomy was performed.
No secondary nodules were seen on the peritoneuim or in the omentum. A portion of apparently healthy ovarian tissue, about the size of a bean, was discovered in the left-sided cyst. The greater part of this was fixed by one stitch to the fascia behind the right rectus muscle during the process of closing the abdominal wound. A much smaller piece was dropped in the wound behind the left rectus muscle. The wound healed by first intention. Convalescence was uneventful.
De8cription of Specimen.-(Pathological Institute, S.D. 2205, 1922.)-(1) The specimen is a cyst, measuring 18 by 16 by 12 cm. Attached to the cyst is the terminal 6 cm. of the right Fallopian tube. The surface of the cyst is covered with dried blood. In addition to this, a small quantity of fibrin is adherent to the surface over an area measuring about 11 by 10 cm. In the centre of this area the cyst is perforated. The inner wall of the cyst is lined by a mass of growth arranged in ridges, plaques and fringes; the cut surface of this growth is moist and shows white, granular tissue arranged in papillee upon cores of grey tissue. (2) A portion of an ovary, which measures 4'5 by 315 by 1P5 cm., and is attached to the distal 4 cm. of the left Fallopian tube. In the ovary are several unilocular cysts, the largest of which measures 1'5 cm. in diameter. Microscopic Diagnosis.-(1) Intra-tubular and intra-cystic papillary, columnarcelled, mucous carcinoma of right ovary. (2) Follicular cysts in left ovary.
The patient was next seen:-May 17, 1923, when she stated that she had remained well but had not menstruated since the operation.
June 15,1923.-A similar note.
In July, 1923, she had a slight bleeding for two days, and twenty-eight days later, in August, had a normal menstrual period lasting four to five days. Fourteen days later she began to bleed again and continued to do so for seven days. The amount lost was slightly excessive.
Between this time and her readmission to hospital, she had two further periods of bleeding with only a short interval of freedom. The amount lost each time was considerable and the feeling of lassitude caused thereby was probably the reason for her seeking medical advice.
October 21, 1923.-She was readmitted to hospital complaining of five weeks' menorrhagia (as above) and slight abdominal discomfort; she stated that her own doctor " had noticed a small swelling in her abdomen."
Examination.-General condition good. There was a small, rather firm, cystic swelling in the abdominal wall, about 4 cm. long by 2'5 cm. wide, situated 3 cm. frolml the operation scar in the mid-line and about equidistant from the symphysis pubis and the umbilicus. It was fixed to the muscle and was not tender. With this exception the abdomen presented no abnormal features.
Vaginal examination showed the uterus to be normal in size and position, and failed to reveal any evidence of secondary deposits in the pelvis.
On account of the menorrhagia and the possibility of malignant changes in the graft, it was decided to explore. is a portion of tissue which measures 2 by 1'5 by 0 9 cm., and is partly fixed by formaldehyde solution. One surface is in part smooth and grey, in part wrinkled, yellowish-grey and glistening. The other surface is occupied by ragged, pinkish-grey and brown tissue, which suggests muscle, and by a cyst which is 0'8 cmf in diameter and has been opened. On section, two cysts, both of which have been opened, are seen to lie upon a layer of tissue which measures 2 by 0'8 cm. and resemble muscle and fibrous tissue. The cysts measure about 0'8 and 05 cm. in diameter respectively.
One has a yellow lining.
Microscopic Examination.-In a dense fibrous tissue, which passes into tendon and into fibrotic, voluntary muscle, lie two large, collapsed, cystic cavities, surrounded by a zone of ovarian stroma, and, at a considerable distance from these, lies a small isolated area of ovarian stroma. In one section the ovarian stroma surrounding the cysts contains two ova, each of which is surrounded by a single layer of cubical cells. In another section a third ovum occupies a position close to these two. One of the two cysts is lined by cells of the stratum granulosum. These cells in one small area are spherical, 6 to 8 /A in diameter, and arranged in several layers. Over part of the surface they are cubical, slightly larger and arranged in a single layer. In other areas they are round, swollen to a dialmeter of 10 to 12 , and arranged in one to six layers. The cytoplasm of these swollen cells is abundant, faintly stained and finely granular; it resembles that of lutein cells, but is, usually, stained a little more deeply. In the theca interna interstitial cells are very abundant. They folrml a zone which is very seldom interrupted and is from four to eight cells deep. This zone is sometimes separated from the stratum granulosum by a line of collagenous fibre and spindle fibroblasts, but it usually appears to lie in contact with the cells of the stratum granulosum. The cells are from 8 to 12.u in diameter. Their cytoplasmi is slightly less deeply stained than that of the swollen cells of the stratum granulosum, and, thus, resembles mlore closely the cytoplasm of lutein cells. The other cyst seldom shows any lining. Where the lining is present, it consists either of a single row of cubical cells or of clumps of swollen, pale spherical cells. The theca interna is fibrotic and deepened. The interstitial cells are small and scanty and lie in small groups in the outer part of the theca interna.
Both these cysts are evidently follicular cysts. In the cyst which showed a yellow lining to the naked eye, the interstitial cells of the theca interna are abnormally numerous and large. Further, many of the cells of the stratum granulosum are swollen and apparently fatty. These changes resemble closely changes which occur in the formation of corpora lutea spuria, except that the organization of a central mass of fibrin is absent. In these respects this cyst contrasts with the follicular cysts present in the portion of the ovary from which the graft was taken and with a series of follicular cysts examined as controls.
The graft contains, therefore, two ova in primitive follicles and two follicular cysts. In one of the follicular cysts there are changes which suggest a modified lutein reaction.
In considering this case I should like to draw attention to the following points: (1) Menorrhagia appears to accompany this condition with some regularity. In a letter to me, Professor Blair Bell states:
" In some 150 cases of ovarian grafts which I have performed personally, I have only twice come across cystic developments subsequently. In both cases cysts were removed because they were associated with menorrhagia which ceased after removal of the cysts from the grafts and the patients continued to menstruate normally. Without looking up the sections, and this I am too busy to do at the moment, I am under the impression that the cysts were follicular and lined with membrana granulosa cells and not with lutein cells. However, there is no reason why lutein cells should not be present, for one finds lutein cysts in the ovary in connexion with follicles which have been unable to rupture owing to adhesions. In these circumstances, the cysts generally contain blood-stained fluid. They are not very common, but I have seen and described them."
In the case quoted by Graves hysterectomy was performed. Blair Bell records two other cases in which swelling of the grafts occurred and in each case this was accompanied by menorrhagia.
(2) The regularity of this symptom offers fresh scope for speculation as to the relation of ovulation to menstruation. For one might suggest as a hypothesis that in a normal Graafian follicle the interstitial cells secrete into the follicle the hormone determining menstruation and that the rate of absorption is roughly equal to the tension within the cyst, the stimulation to menstruation increasing either up to or just beyond the time of rupture. If the follicular cyst develops in an abnormal position, as in an ovarian graft, rupture is unable to occur and so absorption is likely to go on for a prolonged length of time, thus giving rise to menorrhagia.
(3) I can find no case recorded in the literature in which malignant changes have occurred in an ovarian graft. The possibility of this occurrence, however, remains and one can see no sound reason against it. In the case quoted, one could not be sure that there were no carcinoma cells secondarily implanted in that part of the ovary used as a graft and this risk was one of the reasons for exploration.
(4) This case confirms the general findings on the results of ovarian grafts by Blair Bell, Tuffier and others as collected and analysed by Martin [3] , namely, (a) that small grafts are more likely to be successful than larger grafts, and, (b) that ovarian grafts are capable in some cases, if sufficient endometrium be present and the patient of suitable age, of stimulating the uterus to menstruation for a certain length of time, and that this function is usually re-established about seven months after the implantation of the graft. I am greatly indebted to Dr. H. Russell Andrews, under whose care the patient was, for permission to publish this case and for his help and advice; to Professor Blair Bell for allowing me to mention his cases and for his assistance in giving me several references to the literature, and to Professor Turnbull, for permission to publish his reports upon the tissue removed by operation.
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Radiography of the Foetus in Utero. By T. I. CANDY, M.B. (Newport, Mon.) THE reading of a paper on this subject is the outcome of a suggestion made by Dr. Robert Knox to whom I showed some of the radiographs which I had obtained of the fcetus in utero. As Dr. Knox also suggested the possibility of some of the members of the Electro-Therapeutic Section being present, in the preparation of this paper I have thought that it would be better to discuss the radiological technique employed as well as to outline the possible obstetlic applications of this branch of radiological work.
It was in March, 1922, that I first tried to obtain a skiagram of the foetus in utero. One of my colleagues at the Royal Gwent Hospital, Newport, Mon., asked me if I could confirm, by means of a skiagram, his suspicion of pregnancy of about the seventh or eighth month in a young unmarried woman who strongly denied the possibility of such a condition. I told him that I was doubtful, as hitherto X-rays had not been very satisfactory as an aid in the diagn6sis of pregnancy, but that I would take a few skiagrams in any case. When I saw the patient I was of opinion, clinically, that it was a case of pregnancy but the first skiagram I took, though an excellent one of the spine and pelvis of the suspected mother-to-be, did not show any evidence at all of fcetal parts. In a second skiagram I thought I could see the outline of a foetal skull but my colleague good-humouredly told me that I was gifted with a lively imagination.
